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deterioration in the function of the colon over this period of eighteen months.
Operation was performed in July 1970. There was some slight increase in thickness of the bowel muscle in the region of the sigmoid but, otherwise, no abnormality was found either macroscopically or microscopically. Since operation she has had no further symptoms and her bowels have been opened once daily with a formed motion.
Case 3 Woman aged 50 The patient had a 4-5 year history of right-sided abdominal pain which occurred suddenly and felt as though a bubble of wind were getting stuck there and blowing up. Nausea accompanied the pain which passed off after about twelve hours but left some soreness. Attacks occurred once or twice a month and were often heralded by some increasing difficulty with her bowels. She felt that this pain was related to bowel activity and had tried a variety of laxatives in order to avoid these attacks.
On examination, there was no abnormality; the patient was a large healthy woman. Barium meal, cholecystogram and IVP were all normal and the barium enema showed a cvcum on a long mesentery. A diagnosis of recurrent volvulus of the cwcum was made, and the next time she had a pain a plain X-ray was taken. This in no way confirmed the suggested diagnosis, but showed her to be very constipated. There were extreme social pressures to produce a surgical solution to her attacks and I thought her symptoms very suggestive of large bowel pain. She was submitted to operation and, since then, has had no further abdominal pain and has satisfactory bowel function once or twice a day.
Case 4 Woman aged 55 Case 5 Woman aged 62 Both patients had central, upper abdominal colic in bouts and both demonstrated, on barium enema, appearances similar to Cases 1 and 2, that is, massive retained fiTces on the after-evacuation film. I was sufficiently confident with these 2 patients to suggest an operation, and afterwards both had normal bowel activity without any occurrence of the abdominal pain.
Comment
None of these patients showed evidence of syphilis, diabetes or other endocrinological abnormality. All had barium meal, cholecystogram and IVP examination which have not been reported unless relevant.
It seems to me that only the first patient fits at all well into the description of cathartic colon originally produced by Heilbrun (1943) , and she is the only one who has what can be called a classical history of years and years of laxative taking. All these patients have, however, severe pain which is associated with loss of normal propulsion or transmission through the colon, and they have all become progressively less responsive to greater and greater bowel stimulation. I think that 4 out of these 5 patients could equally well be considered as suffering from spastic colon, whatever that may be, although none of them showed any prediverticular appearances on X-ray. We have not had sufficient histological facilities to demonstrate any alteration of the autonomic plexuses of the colon wall.
The type of operation was initially chosen empirically. All these patients showed formed faces in the ascending colon and I have always been impressed at the unpredictability of the results of ileorectal anastomosis. I also thought it would be a good idea to provide a distensible reservoir for flatus and from this reasoning it seemed correct to anastomose the ascending colon to the lower sigmoid (Fig 1) . The results at least in these 5 patients seem to justify this extensive procedure. One problem in the management of cathartic colon is that the patient seldom seeks medical advice until the colon is decompensated: that is, it has reached a stage where its neuromuscular mechanism is unable to carry out its normal propulsive function even if the patient has made its contents fluid by purgation.
REFERENCE
At St Mark's Hospital we have records of 20 cases. Of the 13 cases operated upon in the hospital only 3 had the classical radiological picture described by Heilbrun, (1943) and 2 of these had hypokalamia. Perhaps, therefore, these are very late symptoms. Four cases showed some degree of megacolon which was of the paper-thin type in 3 cases. Neoplasms were present in 2 cases and adenomatous polyps in 2; it was, however, the tumour that brought the diagnosis to light.
The surgical management has tended to be radical. Three cases had very limited sigmoid resections and benefited for only a short time; all 3 have had further procedures with beneficial results. However, rather frequent bowel actions with urgency have occurred and it seems as though colectomy and cwcorectal anastomosis is preferable to colectomy and ileorectal anastomosis. This is not unreasonable as prolonged straining at stool must inevitably weaken the sphincters by prolonged inhibition. REFERENCE Heilbrun N (1943) The three main aspects of the problem of curing a chronic fistula are accurate assessment of the pathology, preparation of the patient for repair and adequate surgical access to the fistula. It is emphasized that no attempt should be made to repair a chronic fistula until the patient is free from infection and really fit for definitive surgery. Many of the patients are seriously ill and in very poor general condition. The essential steps are to separate the fiecal and urinary streams, making sure that there is no distal obstruction and providing adequate drainage for any pockets of pus. Some of the problems encountered and the methods evolved for dealing with them were discussed.
The transsphincteric exposure of the rectum previously described (Mason 1970 , Kilpatrick & Mason 1969 provides the best access for repair of the fistula.
The patient is positioned prone in the jack-knife position with the buttocks strapped apart, and with the pelvis and chest supported so as to leave the abdomen free for respiration. The skin incision extends from a point just to the left of the sacrococcygeal junction down to the anal verge in the midline posteriorly. Both the somatic and visceral sphincters are divided between identifying sutures in the line of the skin incision. The mucosa of the rectum and anal canal is then opened in the same line. Fig I A shows a 
